Background: The school setting may be the optimal context for early screening of and intervention on child mental health problems, because of its large reach and intertwinement with various participants (child, teacher, parent, other community services). But this setting also exposes children to the risk of stigma, peer rejection and social exclusion. This systematic literature review investigates the efficacy of mental health interventions addressed to children and adolescents in school settings, and it evaluates which programs explicitly take into account social inclusion indicators. Method: Only randomized controlled trials conducted on clinical populations of students and carried out in school settings were selected: 27 studies overall. Most studies applied group Cognitive Behavioural Therapy or Interpersonal Psychotherapy. Results: Findings were suggestive of the effectiveness of school-based intervention programs in reducing symptoms of most mental disorders. Some evidence was found about the idea that effective studies on clinical populations may promote the social inclusion of children with an ongoing mental disorder and avoid the risk of being highly stigmatized. Conclusion: School programs are still needed that implement standardized models with verifiable and evidence-based practices involving the whole school community.
INTRODUCTION
Schools are considered the ideal setting for the implementation of mental health treatment interventions, for several reasons.
Since the vast majority of children attends school and spends a considerable amount of time in school, the school is not only a setting for the early detection of children at risk of mental health disorders, but it also creates numerous possibilities to target these children with early interventions. Furthermore, the school provides a complex, far-reaching network of community, parents, teachers and peers who, when involved, have a large potential of influencing child development.
School-based screening or treatment programs for common mental disorders can raise complex issues as well. One often feared risk is the potential over-diagnosing of students with the risk of stigmatizing them with a life-long label, damaging their social interactions and peer acceptance. Indeed, stigma and discrimination behaviour towards mental health disorders have been observed in even the youngest school children [1, 2] .
To avoid the risk of stigmatization, there is some agreement that school-based screening and intervention programs *Address correspondence to this author at the Department of Public Health and Clinical and Molecular Medicine. University of Cagliari, Italy; Tel: +39/070/6093495; E-mail: giuliaci@hotmail.com should not merely address clinical or cognition-based problems, but also include experiential social activities, engage students' feelings and behaviour thus facilitating their interaction with others, and develop their social skills [3, 4] . Within the worldwide call to eliminate and prevent mental health stigma and its antecedents [5] , programs aimed at facilitating integration of children with psychiatric problems in the community were developed and tested.
Social competence is an important aspect in youth development and can be defined as the ability to form and maintain positive relationships and pro-social styles of interaction, and the ability to read social situations and to interpret them correctly. The absence of pro-social strategies often leads to dislike by peers, hence social exclusion. For children with a mental disease, peer-rejection at school can prompt or exacerbate antisocial development, while acceptance by peers could buffer the effects of dysfunctional behaviors [6, 7] . Interventions effectiveness could therefore benefit from the inclusion of strategies that strengthen social competence and stimulate peer acceptance in the school setting and in the community [6, 8, 9] , and vouch for a functional network and community.
To create efficient functional networks and communities, school-based mental health activity and intervention programs increasingly involve families and school personnel in treatment. There is some evidence that positive interaction of families and school staff helps to achieve an overall functional school climate. Providers and families who work col-laboratively for a student are more likely to win the student's collaboration, which can result in positive role modelling [10, 11] . Whole-school interventions have been emphasised recently. Sugai and Horner (2002) [12] described this system-based approach as a model that incorporates researchvalidated procedures and outcomes, consistent with international policies and guidelines about the best school practices. It also includes positive reinforcement and skill building approaches, prevents stress, and integrates all the elements of the school culture engaging students, teachers, administrators, and parents in practices.
Research and practices demonstrate that whole-school discipline programs, involving the school and its surrounding community as a unit of change, can be effective in reducing dysfunctional behaviours, preventing mental health problems, and contributing to a better students' performance [12] [13] [14] [15] [16] .
Educational achievement can materialize as academic success, and also in successful social relationships and integration at school. Engaging teachers into proactive and cooperative classroom management can produce positive environments that encourage and reinforce functional classroom behavior [4, 11, [17] [18] [19] . To reduce the risk for children with a mental illness to have poor performance and a stressful social experience at school, resulting in potential exacerbation of the mental illness, practices need to improve their everyday psychosocial functioning in both school and home settings, involving the pupil's parents, teachers and community in school interventions [8] .
OBJECTIVES
The main purpose of this study was to conduct a systematic review of school-based treatments or programs focusing on the integration of students with psychiatric diagnosis in the classroom. The concept of Integration comprises social inclusion dimensions, social skills, the sense of belonging to a group, inclusion in the school network, and quality relationships with peers: this dimension was labelled as "ingroup" [20] . Its opposite, conceived as a dichotomous construct, could be constituted by discrimination, the presence of stigmas, peer dysfunctional relationships, social exclusion, social anxiety, and low participation in school and recreational activities. The effectiveness of the interventions will be evaluated, while social outcome or social skills will be assessed as well as possible indicators of social inclusion/exclusion variables. Given the low number of studies specifically aimed at integration, authors decided to review all the studies involving clinical populations of students, ensuring the overall effectiveness of the interventions and assessing social outcomes and their changes after treatments apart.
METHODS

Inclusion and Exclusion Criteria
As a requirement of the search criteria, all the selected studies were based on randomized controlled trials (RCTs), which is considered the gold standard methodology to assess a program's effectiveness. More specifically, to be included studies had to involve a school-age (3-18 years old) clinical sample; they must have been carried out in school settings and verified through clinical, psycho-social, learning or academic skills outcomes. Only studies written in English and published from 2000 to 2014 were included. Primary and secondary prevention programs on at-risk populations chosen according to socio-demographic variables, and interventions focusing on addictions and substance abuse were excluded.
Search Strategy and Study Selection
We searched PubMed, and the Google Scholar databases using the following key words: "mental health, educational context, school"; no additional filters were used. This initial search yielded 17,700 hits, while seven additional studies were retrieved by searching on included articles' references or following indication by expert authors. Eventually, 1,090 abstracts written in English were examined to determine whether they met the specific inclusion and exclusion criteria. Overall sixty full-text articles were assessed for eligibility. Out of these, five studies were excluded because they were preliminary protocol descriptions or feasibility studies; one study was a psychometric validation of a questionnaire; nineteen studies did not refer to a randomized controlled trial; two studies referred to prevention programs applied to non-clinical samples; four studies referred to treatment other than school-based; two studies were reports of pharmacological treatments and did not refer to a psychosocial intervention (Fig. (1) : the flowchart according to the Preferred Reporting Items for Systematic Reviews and Meta-Analyses, PRISMA).
RESULT
General Description of Included Studies
Overall, 27 RCT papers met the inclusion criteria and were included in the qualitative synthesis.
These school-based interventions differed among them in terms of the role played by teachers and parents in the treatment. In some studies, treatment was targeted at parents or teachers and the outcomes were measured on school children. In other studies, students, teachers and parents were equally involved in the treatment; other studies instead delivered treatment to pupils only. Presentation of results and interpretation of findings was divided in two parts: schoolbased programs that actively involved parents or teachers in the interventions, and interventions aimed at students only. The main outcomes that revealed a statistical significance were reported (see Table 1 , 2). Table 3 describes more in detail the psychometric instruments used to test social variables of social inclusion and their variation in relation to the intervention.
School-based Interventions on Clinical Samples with Active Participation of Teachers and/or Parents
Three of the parent-and teacher-training program treatments concerned children samples with Attention Deficit Hyperactivity Disorder (ADHD) ( Table 1) . Two studies concerned Disruptive, Impulse-Control, and Conduct Disorders; more specifically, one dealt with oppositional defiant disorder (ODD) and the other with both Conduct Disorder (CD) and ODD children samples. One study followed a parenting program for the management of children with Intellectual Disability, one was a Teachers' educational program on common mental disorders (including Depression, Anxiety, Psychosis, Behavioural disorders) and three studies concerned Psycho-educational and Cognitive Behavioural Therapy (CBT) group treatments on a sample of children with Anxiety disorders, with participation of both parents and teachers.
School-based Interventions on Clinical Samples Targeting Pupils Only
Two studies concerned Disruptive, Impulse-Control, and Conduct Disorders, specifically one was on Conduct Disorder (CD), and the other had a children sample with behavioural problems as a specification of Conduct Disorders ( Table 2) .
One study investigated the efficacy of school-based interventions on a sample of ADHD pupils; two studies investigated the effectiveness of treatment on both Anxiety and Depression disorders in a clinical sample of school children, seven studies focused solely on mood disorder school programs, six studies focused on the treatment of Depression disorder, and one on Emotional distress; four studies were about Post-Traumatic Stress Disorder (PTSD) programs; and one study was a treatment focused on Anxiety Disorders in a clinical school children sample. Full-text articles assessed for eligibility (n = 60)
Treatment Effectiveness of
Included
Studies included in qualitative synthesis (n = 27 ) 
MASC:
The Social Anxiety scale Humiliation / Rejection subscale no statistical significance was found a statistically significant increase was found a statistically significant decrease was found parents were suggestive of the effectiveness of these programs in reducing the symptoms of most mental disorders. Only two studies out of ten were not associated with improved outcomes in children. Three studies investigated training for teachers that specifically focused on improving the knowledge and management of school children's mental disease, and on decreasing attributional bias and stigma towards mental illness. The aim of these interventions was to improve school policies [21] [22] [23] . Effectiveness was assessed in terms of increased knowledge and more positive attitude towards talking about mental health (decrease of stigma) for both teachers and students. As depicted in Table 1 , one study reported positive results; two interventions did not show improved outcomes in children [22, 23] . The other seven studies did not set integration as their main goal. Two of these studies evaluated and confirmed the effectiveness of Cognitive Behavioral Therapy (CBT) with the participation of parents in a clinical sample of children with anxiety disorders. Both studies used clinical measures as outcome measures: Clinical Global Impressions (CGI), and Spence Children's Anxiety Scale (SCAS) [24, 25] . Two studies investigated the positive results of two combined manualized programs: Basic Incredible Years Parenting Programme and Dinosaur School Programme for children with Conduct Disorders (ODD). The two mixed programs included: positive discipline strategies, effective strategies for coping with stress, and social skills. They shared The Wally Child Social Problem-Solving Detective Game (WALLY) as main outcome, as shown in Tables 1 and 3 [8] . Finally, three studies were heterogeneous on clinical sample type (ADHD, Anxiety, ID) and verified the effectiveness of school programs that combine different techniques: CBT, behavioural techniques, skills training, family systems interventions and psychoeducation: Barkley's programme; Social Effectiveness Therapy for Children (SET-C), Parents Plus Children's Programme. They all used the Strengths and Difficulties Questionnaire (SDQ) as main outcome measure, as shown in Tables 2 and 3 [26] [27] [28] .
Treatment Effectiveness of School-based Interventions on Clinical Samples Targeting Pupils Only
The overall findings about school-based treatment on clinical samples targeting pupils only were suggestive of the effectiveness of these programs in reducing the symptoms of most mental disorders. Only three studies were not associated with improved outcomes, and none of these specified integration as their specific goal. Most of the retrieved studies concerned a school-based intervention on a clinical sample with a target on pupils only (n=10), and consisted of a mixture of CBT techniques. Some studies were manualized and concerned verified interventions in a school setting. One study, in particular, used the Resourceful Adolescent Program (RAP) [29] (Rose et al., 2014 ) that incorporates CBT and Interpersonal Psychotherapy (IPT-A) principles, including stress management skills, cognitive restructuring, problem solving, and conflict resolution within families. However the results of this study revealed that adolescents completing RAP did not report significantly reduced depressive symptoms. The preponderance of studies based on CBT concerned samples of school children with Depression Disorder (n= 4), one included treatment of Anxiety and Depression Disorders and Behavioural problems, one focused on Anxiety Disorder only, one on Behavioural problems, and three studies targeted Post-Traumatic Stress Disorder (PTSD) symptoms [29] [30] [31] [32] [33] [34] [35] [36] [37] [38] . One of them did not identify any major effect on primary outcomes [36] . 
SCBE:
Assess social competence, affective expression and adjustment difficulties in the child Wally:
Assess problem-solving ability in hypothetical social problem situations STRS:
Assess teacher perceptions of their relationships with a particular child 
Children's global assessment scale (C-GAS) interaction with friends Social adjustment scale-self report (SAS-SR) No separate presentation of data no statistical significance was found a statistically significant increase was found a statistically significant decrease was found Three Interpersonal Psychotherapy (IPT-A) school-based interventions focused on Depression symptoms using Hamilton Rating Scale for Depression (HRSD) and Beck Depression Inventory (BDI) as main outcome. They reported significantly higher effects on reducing the severity of depression symptoms [39] [40] [41] . One intervention was performed as culturally-adapted social problem solving Intervention for Conduct problems (CD) in girls with relational aggression (GRAs) style. Greater decrease in teachers' reports about relational aggression from pre-treatment to post-treatment was found for students under treatment than for students in the control group. The main outcome measure in this study was derived from Asher and Wheeler Loneliness Scale Children's Depression Inventory [42] . One Behavioral Treatment intervention was performed on Attention deficit hyperactivity disorder (ADHD), Oppositional defiant disorder (ODD), Conduct problems (CD) and Disruptive Behavior Disorders (DBD) symptoms in a sample of schoolchildren. The study used the Disruptive Behavior Disorders Structured Interview (DBD) as main outcome measure and showed significant improvement [43] . Another study describing a school-based humanistic counselling intervention focused on the presence of Emotional distress symptoms in a sample of schoolchildren using The Self-Report Strengths and Difficulties Questionnaire (SDQ), but showed non-significant results on the primary outcome measure [44] .
C-GAS
Finally one study reported results from a specific psychosocial treatment for children who showed symptoms of Post Traumatic Stress Disorder (PTSD) after Hurricane exposure. Data showed significant differences on the Kauai Recovery Inventory (KRI) after treatment and at follow-up (X months) [45] in treatment-group children, as compared to children in the control group.
Social Outcome and Effectiveness of School-based Interventions on Clinical Samples
As stated above, only a few studies had a specific focus on investigating the integration of students with psychiatric diagnosis in the classroom; therefore all the studies that involved a clinical population in a school setting were included and changes in social outcome as a main or secondary outcome measure were reviewed. Five studies out of twentyseven did not report a main outcome or secondary outcome measures as far as social inclusion or exclusion variables were concerned. It was not possible to extrapolate data from six studies, because for instance social variables were part of a subscale of the outcome measure that was used (are reported in Table 3 as No separate presentation of data).
Considering all the reviewed studies, the most frequently used measures of social variables were subscales of instruments such as the social subscale of The Strengths and Difficulties Questionnaire (SDQ), the Social Anxiety subscale and Humiliation/rejection subscale of the Multidimensional Anxiety Scale for Children (MASC), and the interpersonal problems subscale of the Children's Depression Inventory (CDI). The chosen instruments (though not always as the main outcome) that seemed to specifically focus on treatment effectiveness in relation to social dimensions were: Personal and Perceived Stigma Items, The Social Inclusion Questionnaire' (SIQ), Asher and Wheeler Loneliness Scale (ALS), the Psychological Sense of School Membership (PSSM), The Wally Child Social Problem-Solving Detective Game (WALLY) and the IRS (Peers relation, Sibling relation, Parental relation). Overall, as shown in Table 3 , out of sixteen studies that reported indicators of social values or dimensions, thirteen studies reported positive results of social variables,while three studies found no effects on these outcomes.
DISCUSSION
This study assessed the literature on implemented and verified school-based practices addressed to clinical populations of students, and targeting specific mental disorders to improve the integration of pupils with specific mental health problems in the classroom and the school system. Of all the studies including clinical populations that were screened, only few concerned randomized controlled trials, which is the golden standard methodology to assess a program's effectiveness. In particular, this study evaluated the effectiveness of twenty-seven interventions on clinical populations. A larger amount of programs implementing standardized models with verifiable and evidence-based practices is still needed. Indeed in almost all the assessed studies, the main outcome, the effect size and the number required for treat-ment are not always clearly or fully indicated: it was therefore not possible to include these data in the tables. There is a clear call for the use of evidence-based practice (EBP) in schools. It is necessary to identify, better understand and define the potential barriers to the use of empirical interventions in school settings. This information could be used to guide strategies that promote EBP among school-based staff and clinicians [46] . A complicated issue in school interventions may involve the question on how all the elements of known evidence-based programs can fit in the complex network of a specific school community, and how these programs can be successfully and effectively implemented and coordinated [11] . Evidence-based practice has shown that through involvement in interventions, the whole school and its surrounding community as a unit of change produce better performance in promoting and reinforcing students' health behaviors [17, 18, 47] . Engaging teachers in proactive and cooperative classroom management may produce positive environments that encourage and reinforce health classroom behavior. School practices and interventions need to improve psychosocial functioning of school children in both school settings and at home, by involving parents, teachers, and pupils [47, 18, 11, 8] However, out of the twenty-seven studies included in this review only 37% involved the active participation of parents and teachers in school treatment. Therefore, the practices that proved to be the most effective are not always concretely implemented [11] . Very few studies have also involved parents as well as teachers and clinicians as evaluators in the assessment phase. Several evidences indicate significant differences between the different types of evaluation observers. This approach would make it possible to assess differences in effectiveness between different studies in a more reliable manner [48] . School-based treatments for mental disorders can also raise the risk of stigmatizing and over-diagnose students, and subsequently violate their social interactions and peer acceptance [1, 2] . Social interactions can prevent the development of stigma towards mental disease, and young people's social networks are influential [49] [50] [51] . A lack of pro-social strategies is often disliked by peers and could result in social exclusion. For children with a mental disease, peer-rejection could exacerbate antisocial development, while acceptance by peers could buffer the effects of dysfunctional behaviours. For this reason interventions should also target peer acceptance and strengthen social competence in the school setting and in the community [8, 6, 7, 52] .
To avoid the danger of stigmatization, there is some agreement that school-based programs should involve children in experiential activities, engage students' feelings and behaviour, and facilitate students' interaction with others. However, out of the twenty-seven studies included, only 59% considered social values or dimensions after treatment, 48% reported positive results on prosocial behaviors and quality of interactions as an outcome of the program, and maintained them at follow-up. More programs are needed that involve clinical populations of schoolchildren and implement standardized models of intervention, taking into account social inclusion outcome in the school setting. It would be necessary to monitor if these values and indicators of integration remain stable or change during the whole educational experience of students with mental disorders.
